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 S 000 INITIAL COMMENTS  S 000

This visit was for a state licensure complaint 

survey.

Complaint Number: IN00146953

Substantiated; no deficiencies related to the 

allegations are cited.

Survey Date:  12-17-14

Facility Number:  005051

Surveyor:

       Jack I. Cohen, MHA

       Medical Surveyor

Indiana University Health was found in 

compliance with 410 IAC  15-1.5-8, Physical 

plant, environment and maintenance 

requirements for hospital licensure rules.

QA Review: JLee 01-27-15
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